INTRODUCTION
With the establishment of the Brazilian Public Healthcare System (SUS -Sistema Único de Saúde) by way of the 1988 Federal Constitution, principles and guidelines were highlighted, with an emphasis on universality, comprehensiveness, fairness, use of epidemiology in establishing priorities and allocating resources, and political and administrative decentralization, with an emphasis on decentralization of services to municipalities (1) . In this context, primary health care (PHC), which possesses values that are in line with the principles and guidelines of the SUS (2) , is essential for the proper performance of the healthcare system.
In 1994, the Family Health Program, which was expanded into the Family Health Strategy Service (FHSS) in 2006, was developed in order to reorganize the healthcare model so that it would be in accordance with the precepts of the SUS (3) .
In this manner, over the decades of the 1990s and the 2000s, in addition to the decentralization process and revision of the role of the managers of each branch of government, the strengthening of the PHC also occurred in Brazil.
In order to progress in the decentralization process and expand the activities of municipal healthcare management, ordinances were published which included monitoring and evaluation at the federal, state and municipal levels, emphasizing that municipalities are responsible for meeting the healthcare needs and demands of the population within their territories, with the responsible entity taking ownership of results, based on epidemiological criteria, while identifying priorities in the decision-making process in terms of allocation of resources (4) (5) (6) .
However, despite numerous advances in health policies in Brazil, challenges remain, including management, which must make use of information for decision making oriented towards programming and improving PHC. Considering that a health system focused on primary care achieves better outcomes for public health (2) , in many situations where this level is not assertive, hospitalizations occur for health problems that could be resolved before the need for hospitalization (4) .
These events are important indicators for evaluating the quality of care offered by way of PHC. With this purpose, in the late 1980s, the Ambulatory Care Sensitive Conditions (HACSC) (7) indicator was developed in the United States. In the second half of the 1990s, the National Health Service (United Kingdom) proposed that this indicator be used for analysis of the quality of PHC; it has since been used for this purpose in countries that possess healthcare systems based on primary care (8) . Despite its usefulness, this indicator has limitations, such as the influence of organization of healthcare systems on PHC activities and sociodemographic conditions, which are beyond the control of PHC (9) (10) .
In Brazil, the final list of HACSC was published in April 2008, after several stages of adaptation to local realities. The list consists of 19 diagnostic groups, totaling 120 categories of the ICD-10 (with three digits) and 15 subcategories (with four digits) (11) .
Using the Brazilian list of HACSC, we sought to investigate the panorama of hospital admissions in the city of Cotia, Brazil, because the healthcare system at this location was once considered an alternative model to the medical system centered on individual and curative care (12) . Since the implementation of the FHSS, major oscillations in teams and population coverage have occurred for this service (13) , involving almost all public healthcare facilities under municipal management. Thus, this study may provide indications to management concerning the fragility of the healthcare needs of the population (10, (14) (15) .
METHOD
This is an ecological, exploratory study with a quantitative approach, using secondary data from the period between 2008 and 2012.
The conceptual theoretical frameworks chosen to illuminate the object of the study were: PHC, as the organizer within the healthcare system, the communication center of the Healthcare Network (Redes de Atenção à Saúde -RAS) and the theory of social determination of the health-disease process, based on dialectical and historical materialism, which aims to articulate social and political processes, and the organization of society in respect to the emergence of risks or potentials that determine the process of disease and death (16) .
This study was conducted in the municipality of Cotia, located west of the Metropolitan Region of São Paulo, in the Healthcare Region of the Mananciais.
The municipality is 100% urbanized and has an area of 324.010 km 2 , with a population density of 622.55 inhabitants/km 2; the resident population was 201,150 in 2010 (17) .
With respect to urban infrastructure, in 2010, in the municipality of Cotia, garbage collection covered 99.3% of households, the supply of water through the general network reached 90.98% of households and the sewer system reached 52.9% of households (17) .
Regarding the healthcare sector, 49 public institutions are under municipal management: a department of health; three psychosocial care centers; 25 healthcare centers / a basic healthcare unit; one central healthcare regulatory agency; six specialized clinics/specialized outpatient clinics; two pharmacies; two polyclinics; four general emergency rooms; two units of health surveillance; two mobile units at the pre-hospital level for urgent care/ emergency; and a standard mobile unit (13) . (13) .
The municipality depends on the Hospital Regional de Cotia (HRC); the hospital has 131 SUS beds and is considered to be midrange. It is managed by the state, and performs outpatient and inpatient care for cases of medium to high complexity (13) .
There is also the Hospital da Graça, a private institution under the management of the State Department of Health. This hospital has 80 SUS beds for chronic illness; it offers medium complexity healthcare for long-stay modalities, such as neurology, pulmonology and traumatology, being a center of reference for the Greater São Paulo Region.
The data were collected on the ACSC was based on the Brazilian ACSC list, obtained by way of the hospital information system of SUS (SIH-SUS, as per its acronym in Portuguese), relating to hospitalizations of residents in the municipality, according to age group and gender, in the period from 2008 to 2012.
Information related to HACSC was obtained from a file generated for definition and tabulation (DEF) based on the selection in the SIH-SUS of the respective codes. The application Tabwin version 3.5 was used (developed by DATASUS). The results were displayed by way of tables and charts, and descriptive statistics were used for data analysis.
There was no need for permission from the Research Ethics Committee, as it was secondary data available online.
RESULTS
In the municipality of Cotia, in the period 2008 to 2012, 46,676 hospitalizations occurred, excluding deliveries, being 7,753 (16.61%) by HACSC (Table 1) .
When performing annual analysis of HACSC in relation to general admissions, excluding births, a fluctuation in the proportion of these hospitalizations becomes evident over the period, and a decrease in the amount in absolute terms, only in 2010. The greatest proportion and growth in HACSC occurred in 2009 (Table 1) .
We noted an increase in absolute terms, in the general admissions, excluding births in each year of the study, accompanied by the increase in HACSC, except in 2010 (Table 1) .
In regards to age, most patients hospitalized in the period were: 50 to 59 years, followed by the range of 60 to 69 years, 70 to 79 years, 80 years and over and 40 to 49 years ( Figure 2 Regarding hospitalizations by groups of HACSC during the period from 2008 to 2012, the causes with representation above 10% were: cerebrovascular disease (16.96%); heart failure (15.50%); hypertension (10.80%); and infection of the kidney and urinary tract (10.51%) ( Table 2) . There was no significant change in hospitalizations for diabetes mellitus or for infectious gastroenteritis and complications; diseases related to prenatal and birth showed a low proportion in HACSC, as well as hospitalizations for diseases preventable by immunization, which corresponded to one of the lowest, with a tendency to decrease (Table 2 ).
In the analysis of the evolution of the proportion of HACSC by year in 2008 and 2009, the leading cause of hospitalization was cerebrovascular disease, followed by heart failure and hypertension; whereas in 2010, cerebrovascular disease ranked second, with heart failure taking first position and hypertension remaining in third place. In 2011, heart failure and cerebrovascular disease remained in the same positions; however, infection of the kidney and urinary tract came to occupy third place, and hypertension occupied fourth place. In 2012, cerebrovascular disease returned to first position in the causes of hospitalizations, infection in the kidney and urinary tract became the second cause of hospitalization, heart failure moved into third position and hypertension remained in fourth position (Table 2) .
Analyzing the main HACSC groups according to gender and age group, from 2008 to 2012, cerebrovascular disease accounted for 22.04% of hospitalizations for males and 11.85% for females, predominantly in the age group above 60 years (57. 11%); heart failure accounted for 15.33% of hospitalizations in men and 15.68% in women, predominantly in the elderly above 60 years of age (66.39%); hypertension was related to 10.85% of hospitalizations in males and 10.74% in females, predominantly over 60 years of age (57.59%); and infection of the kidney and urinary tract corresponded to 6.30% of hospitalizations for males and 14.75% for women, concentrated in the age group of 20 to 59 years of age (41.47%), followed by the age group of 60 years and older (35.71%).
In 2008, cerebrovascular disease accounted for 30.48% of all hospitalizations in males and 19.28% in females, predominantly in the age group over 60 years of age (51.12%); heart failure was related to 11.23% in males and 12.05% in women, accounting for 58.54% of hospitalizations in the elderly; hypertension accounted for 10.70% of hospitalizations for males and 10.54% for females, predominantly in the elderly (57.33%); and infection of the kidney and urinary tract corresponded to 6.15% in males and 12.05% in women, accounting for 55.56% of hospitalizations in the group of 20 to 59 years of age. 
DISCUSSION
The proportion of HACSC in total hospitalizations, excluding delivery, in the period from 2008 to 2012, was found to be within the limits shown in other studies of these hospitalizations (15, 18) .
Deliveries should be excluded from total hospitalizations, as they are a natural outcome of pregnancy, not a pathology, and because they are influenced by the fertility rate, in addition to corresponding to admissions that occur only in a part of the female population (14) .
A higher increase in and proportion of HACSC occurred in the year 2009. The HCR was closed until October 2008 due to negotiation and completion of the state management contract; it reopened in November 2008, when the state's Department of Health effectively took over management of the hospital.
There was an increase, in absolute terms, of HACSC in virtually all years of the study, except in 2010, accompanied by an increase in overall hospitalizations, corroborating an overview study of HACSC in the state of São Paulo, in the period from 2000 to 2007, which showed that the regional departments of health (RDH), where there was growth in overall hospitalizations, also showed an increase in HACSC, thus permitting the assumption that the increase in access to hospitalization may contribute to the increase of these hospitalizations (9) .
The same study revealed that there was an increase of 40.75% in HACSC in the RDH in the Greater São Paulo Region, from 2000 to 2007 (9) . Considering that the city of Cotia belongs to the RDH of the Greater São Paulo Region, these results reinforce the results of the present study.
Contrasting with the results obtained in this study, which show fluctuations in the proportion of HACSC over the analysis period and an increase in the number of these hospitalizations, several studies show trends towards a reduction in HACSC over time (15, (19) (20) . The municipality of this study, however, has undergone fluctuations since its implementation in the number of teams and amount of population coverage of the FHSS, which may have affected the results of for HACSC, since studies show a reduction of hospitalizations when increasing coverage by the FHSS is present (9, 15, 21) . Note that the implementation of this strategy occurs differentially in various locations, being impacted by the structure, organizational arrangements and procedures for various types of work, making it impossible to generalize and thereby not positively impacting HACSC (22) . During this period, the majority of HACSC involved men, except in 2010, when the proportions were almost equal, and in 2012, when there was a reversal of such hospitalizations in women. In 2010, there was a population growth of 11.26% in women, while in men the increase was 9.71%; the coefficient of masculinity fell from 97.22
In 2009, cerebrovascular disease showed a decline in the proportion of hospitalizations in males, 23.34%, and 10.36% in females, increasing the proportion in the elderly (56.12%); heart failure increased representation in HAC-SC in both genders, reaching 15.71% in males and 17.35% in females, with an increase in the elderly (65.14%); hypertension increased to 14.25% in males and 13.98% in females, with an increase in hospitalizations in the elderly (58.02%); and infection of the kidney and urinary tract in men decreased to 4.94%, and in to 11.57% in women, with a reduction in the age group of 20-59 years (41.43%), due to the significant increase in the elderly, from 12.70% in 2008 to 33.57% in 2009.
In 2010, cerebrovascular disease showed slight variations and increased to 23.57% in males, while in females it decreased to 9.11%, and 54.48% for the elderly; heart failure showed a slight increase in males, to 16.61%, and slight decrease in females, to 16.40%, with a slight reduction in the elderly (64.94%); hypertension showed a significant decrease in the proportion of hospitalizations in both genders, reaching 9.65% in males and 10.81% in women, with a slight reduction in the elderly (57.74%); and infection of the kidney and urinary tract in males decreased to 4.64%, and increased in females to 14.34%, which showed a higher proportion of hospitalization in the elderly (41.67%), with a significant reduction in the age group of 20 to 59 years (35.26%).
In 2011, hospitalizations for cerebrovascular disease in males decreased to 20.00%, and increased in females, to 11.65%, with an increase in the proportion of hospitalizations in the elderly (56.85%); heart failure showed an increase in hospitalizations in both sexes, reaching 17.53% in males and 17.03% females, with a significant increase in hospitalizations of the elderly (71.70%); hypertension showed a slight reduction in males, 9.57%, and in females, 9.12%, with a slight increase in the group over 60 years of age (58.72%); and infection of the kidney and urinary tract in men showed an increase to 7.53%, and a slight reduction in women, to 14.18%, resuming the prevalence of hospitalizations in the group of 20 to 59 years of age (43.22%).
Finally, in 2012, hospitalizations for cerebrovascular disease showed a slight reduction in men, 17.85%, and an increase in women, to 13.09%, with a significant increase in the elderly (64.66%); heart failure demonstrated a significant reduction in both genders, reaching 13.16% in males and 13.61% in women, showing a significant reduction in HACSC in the elderly (65.18%); hypertension increased in both genders, reaching 9.95% in males and 9.48% in females, reducing hospitalizations in the elderly (55.87%); and infection of the kidney and urinary tract showed an increase in both genders, 8.01% in males and 19.28% in women, with a prevalence in the age group of 20 to 59 years (40.47%), followed by the age group of 60 years and over (39.69%). Several studies contradict these results, showing higher proportion of HACSC in women (19) (20) 23) .
Rev Esc Enferm
There is a need to address gender issues involved in the proportions of HACSC, because it can contribute to knowledge of the actual reasons for the greater proportion of these hospitalizations in a particular gender (24) . For this, further analysis should be pursued. It is evident that the age groups that were hospitalized the most were over 40 years of age, with the larger proportion being represented by those over 50 years of age, which shows that, with aging, the number of HACSC increases.
Several studies corroborate these findings, reaffirming that children younger than four years of age (23) and the elderly (10, 21, 23) are the age groups most affected by HACSC.
Accompanying the profile with highest proportion of HACSC in the elderly, the causes with representation above 10% in the period were: cerebrovascular disease; heart failure; hypertension; and infection of the kidney and urinary tract. Except for infection of the kidney and urinary tract, other causes are chronic diseases, which affect the elderly population more.
Contradicting these results, a study undertaken in the city of Curitiba to describe the profile of HACSC from 2005 to 2007 showed a higher number of hospitalizations for angina pectoris, which occupied the seventh position of the leading causes of hospitalization in this study (25) .
Some studies include, among the leading causes of hospitalization, angina, infectious gastroenteritis and complications and bacterial pneumonia (18, 23) , unlike the results obtained in this study. On the other hand, cerebrovascular disease, heart failure, infection in the kidney and urinary tract and pulmonary disease were among the leading causes of hospitalization in several studies (18, 23, 25) converging with the results of this study.
The difference in hospitalizations for infectious gastroenteritis may be due to a comparison between different Brazilian regions, which have varying levels of access to healthcare services and professionals as well as variable living conditions (26) .
The low number of hospitalizations for infectious gastroenteritis and complications in the municipality being studied may be related to water being supplied through the general water system, which reached 90.98% of households in 2010 (17) .
In the period from 2008 to 2012, diseases preventable by immunization and sensitive conditions comprised only 0.67% of HACSC, occupying 17 th place, just ahead of anemia and nutritional deficiencies (Table 1) .
Based on the conceptual framework for the construction of the Brazilian list of HACSC, hospitalizations, especially for vaccine-preventable diseases, should be avoided, or, rather, should be essentially eliminated by efficient and high-quality PHC (14) .
In a study with the objective of identifying the main HACSC at Hospital Geral de Pedreira and in basic healthcare units that demanded a greater number of hospitalizations, using data from 2008, there was no record of hospitalizations for diseases preventable by immunization and sensitive conditions, resembling the findings of this study (27) . According to the authors, this result suggests that prevention by immunobiologicals, a procedure historically performed by PHC, is effective.
Regarding hospitalizations for diabetes, these occupied sixth position in the present study. The performance of the FHSS in regards to illnesses included in the list of HACSC may take varying amounts of time before having an impact on statistical changes (8) . In this way, the effects on hypertension and diabetes, for example, may take longer to have an impact, since the process of transformation of habits requires more time, being that the success of the team depends on the adherence of the users in terms of incorporating new life styles.
Diseases related to prenatal care and childbirth are diagnoses that historically are part of the approach and healthcare provided by PHC (9) . In the present study, these diagnoses occupied the 11 th position in hospitalizations, suggesting that the actions of PHC are effective for this condition.
Regarding the main reasons for HACSC, hospitalizations for cerebrovascular disease, hypertension, heart failure and chronic non-communicable diseases were prevalent in the elderly, over 60 years of age; hospitalizations due to infection in the kidney and urinary tract predominated in the age group of 20 to 59 years, except in 2010, when seniors were hospitalized more often for this condition.
The results indicated a high amount of HACSC by NCDs in the elderly in 2008, which is consistent with national studies (22) (23) (24) (25) (26) (27) (28) .
Other studies point to heart failure and cerebrovascular disease as the leading causes of HACSC in the elderly, which is consistent with the results of this study (22, 28) .
Such studies are relevant because they may provide indications to management regarding problems in accessing the healthcare system, in its performance or lack of use of PHC services, signaling opportunities for improvement. This could become an indicator for monitoring and evaluation, enabling diagnosis of critical aspects in addition to directing and improving healthcare programs, while seeking to achieve the principles of the SUS (8-10, 14-15,20) .
